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An unannounced annual and complaint survey
was conducted at this facility from September 8,
2011 through September 13, 2011, The
deficiencies contained in this report are based on
observations, interviews, review of resident's
clinical records and review of other
documentation as indicated. The facility census
the first day of the survey was 138. The Stage Hi
survey sample totaled 33 residents. _ o

F 278 | 483.20(g) - (i) ASSESSMENT T F278
- 88=D | ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately reflect the
resident's status.

| A registered nurse must conduct or coordinate
each assessment with the appropriate '
participation of health professionals.

A registered nurse must sign and certify that the '
assessment is completed.

: Each individua] who completes a portion of the
| assessment must sign and certify the accuracy of
" | that portion of the assessment.

Under Medicare and Medicaid, an individual who
willfully:and knowingly certifies a material and
false statement in a resident assessment is
subject to a civil money penalty of not more than
$1,000 for each assessment; or anindividual who
willfully and knowingly causes another individual
to certify a material and false statementin a
resident assessment is subject to a civil money-
penalty of not more than $5,000 for each
assessment.

LABDKTORFDERECTOR'W ;!SUP[L!ER REPRESENTATIVE'S WITLE ' / / (X6) DATE - -

Any def c{ency statement epding V\ﬁth’an asterisk (*) denotes a deficiency hlch the institution may be excused from correcting providjng :t‘s determinad that
other safeguards provide sifficient protection to the patients, (See |n5truct1 ns.} Except for nursing homes, the findings stated above'are disclosable 90 days
foliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
~days following the date these documents are made available to the facrhty If deficiencies are cited, an approved plan of correction is reguisite to contmued
program participation.
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| Clinical disagreement does not constilute a
| material and false statement.

This REQUIREMENT is not met as ev:denced :
by:

Based on observations, clinical record review
and staff interview, it was determined that the-

.| facility failed o accurately assess the functional
" | feeding status for one of 33 Stage I sampled
residents (R8). Findings include:

R8 was admitted fo the facility on 1/25/07 with -
diagnosis which included Dementia,
Schizophrenia, Osteocarthrosis, and Cerebral

" | Vascular Disease with right sided waakness and
| Peripheral Vascular Disease.

Dining observatio_ns on9/6/11 at 12:30 PM and
on 8/8/11 at 12:35 PM revealed that R8 was
having difficulty feeding his/her self with the use
‘i of the left hand only. Food itemns from the tray
'1{8/6/11- collard greens, sweet potatoces and apple
-| crisp; 9/8/11- cake) were observed to be on the
over bed table, fioor and clothing of the resident.
R8 did not receive any assistance with feeding
from the staff and did not have any adaptive
equipment such as a scooped plate or modified
1 utensils on the tray to assist with eating.
Review of the Minimum Data Set (MDS) dated .
1.8/29/11 revealed that the resident !'s Functional
Status for eating was assessed as independent
‘under self-performance and setup help only for
support by staff.

Review of the quarterly Interdisciplinary Rehab

"| Screening Form dated 8/30/11 documented for
ADL (Activities of Daily Living) that the resident
was dependent for dressing, toileting and feeding.
Cn 9/9/11 at 2:.10 PM, R8's quarterly rehab
scréening forms (6/14/11 and 8/30/11)"and
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progress noles {date of service
11/6/2011-4/8/2011) were reviewed with the E8
! (Occupational Therapist/OT). E8 confirmed that
~the April 2011 discharge summary documented
i under Functional Outcomes for Self Feeding as F278
Total Dependence with attempt to initiate and the : : :
| 8730/11 quarterly also documented dependent 1. Atherapy screen was obtained for
with feeding. ES8 stated that Total Dependence " resident R8 to reevatuate functional : :
meant that the resident was a feeder. feeding status. 82111
During an interview with the resident on 9/6/11.at 2. Arandom audit was completed by the DON S
12:30 PM, the resident requested assistance with" - onalt-units to ensure residents were
'removing the apple crisp from a plastic cup and receiving the reqmred assistance at meal .
- aai : fimes. 9/13/11
on 9/8/11 at ?2'35 PM’ the_,_reSIdent reqkues_ted 3. . All staff will be in serwced by the Staff -
assistance with eating a piece of cake and " Educator on the importance of referring
'"ea_Cth a can of soda. Wi:'en aSk.ec? if the residents with feeding difficulties to therapy
resident had requested assistance with feeding and providing the required amount of : :
from staff in the past, the resident answered yes. assistance at meal fimes. 10/31/11
The resident also stated thai sometimes the staff . 4. DONfDesignee will complete a Quarterly Q! . v
| provided assistance with feeding and at other - audit to ensure that residents are receivirg
times they did not. . the correct assistance at meal times.
On 9/8/11 at 12:40 PM, E9 (riurse) stated that R8 Findings will be' presented to the Quality
always spills food while eating and providing - Improvement Committee until substantial
assistance with the meals had not been : comphance is achieved. : Ongoi -
. BRI going
considered or referred *o the therapy department . S
- -| for evaluation. '
| On 9/9/11 at 1:50 PM E4 (nurse) stated that R8
~.| does spill food while eating and that when a '
‘| resident is spilling food while eating, it would be
I appropriate to place a rehab consult to the OT
1 department for evaluation. 'E4 also agreed that
the resident required more assistance than setup
- only as assessed on the current MDS. ,
On 9/8/11 at 2:.00 PM, E7 (Certified Nursing
| Assistant/CNA) confirmed that the CNA's always
| have fo ciean up food off the floor and on the
| resident after eating meals. E7 also stated that
©. - | R8is a setup only and not an assist with feeding.. ' E
- F.280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F280( .
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The resident has the right, unless adjudged
incompetent or otherwise found fo be
incapacitated under the laws of the State, to
participate in planning care and treatment or .
changes in care and freatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibiiity

{ for the resident, and other appropriate staff in
't disciplines as determined by the resident's needs,

and, to the extent practicable, the participation of

| the resident, the resident's family or the resident's |

legal representative; and periodically reviewed
and revised by a team of quailﬁed persons after
each assessment. .

. Th's REQU!REMENT is nof met as evndenced

by:

. Based on observations, clinical record revsew

and staff interview, it was determined that the

| facility failed o review and revise care plans

regarding the functional status for feeding and

- fluid for two of 33 Stage 1l sampled resndents {R8
_ ar}d R149). Findings include:

1. R8 was admitted to the facmty on 1/25/07 Wlth

- | diagnosis which included Dementia,

|‘Schizophrenia, Ostecarthrosis, and Cerebra[
‘[ Vascular Disease with right sided weakness and®
1 Peripheral Vascular Disease.” Review of the
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| Rehab Screening Form dated 8/30/11

documented for ADL {Activities of Daily Living)

| that the resident was dependent for dressing,

touetmg and feeding

'| Review of care plan "PA #13¢" documented a
‘nursing intervention to refer io OT {Occupational
| Therapy) for feeding difficulties with the resident.
“| This intervention was initiated on 9/3/09. The

care plan did not indicate that the resident had .

"1 any difficulties with feeding or that the OT had

been consulted. The last revision date was
8/30/11.
During an interview on 8/6/11 at 12:30 PM, RS

‘| requested assistance with removing the apple

crisp from a plastic cup and on 9/8/11 at 12:35

- PM, R8 requested assistance with eating a piece
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resident's care plans initiated on 8/30/11 faﬂed fo
| have goals or interventions which addressed R8’s
| functional feeding stafus.
. : . _ F280
Dining observations on 9/6/11 at 12:30 PM and #1 : ' _
.| on §/8/11 at 12:35 PM revealed that R8 was 1. Resident R&'s care plan was ’re\newed and
- having difficulty feeding his/her seff with the use  revised fo reflect the resident’s current
of the left hand only. Food items from the tray status aﬁgr the thera% scree; wtzsfeemn .
| (9/6/11- collard greens, sweet potatoes and apple - E;Tupsle’[e 1o assess the residen ¢ 51211
. | crisp; 9/8/11- cake) were obse_rved fo be on the . 2. A random audit of care plans was :
| over bed table, floor and clothing of the resident. completed to ensure the accuracy of .
The ;es&dent did not receive any assistance with feeding status assessment and : : :
feeding from the staff and did not have any . documentation. . : - /1311
adaptive equipment such as a scooped plate or 3. All nurses will be in serviced on care :
"|'modified utensils on the tray to assist with eating. planning accuracy and revision of ADL S
. . : ) . status. S 10/31)’1_1
Review of the Minimum Data Set (MDS) dated . 4, - DONIDeS|gnee WI” complete a Quarterly Ql.
8/29/11 revealed that R8's Functional Status for ~ ' g’ %ﬁgﬁ:;{;oenaggu;:g;;ﬁs?:nsc:a:;;o “
: ' e _ oG : t
ea’t[_n_g was assessed as lndependent under findings at the Quarterly Q! meeting unti
self-performance and setup help only for support |  substantial compliance is met: _
by staff. Review of the quarterly Interdisciplinary : ' Ongoing’
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F 280

Continued From page 5

1 of cake and reaching a can of soda. When asked

if the resident had requested assistance with
feeding from staff in the past, R8 answeréd yes.

‘The resident also stated that sometimes the staff

provided assistance with feeding and at other

‘times they did not.

L On 9/9/11 at 1:50 PM, E4 (nurse) reviewed the

resident's nutrifional assessments, 8/29/11 MDS,
OT discharge summary from 4/16/11 and meal
intake forms for the week.. E4 stated that R8

| does spill food while eating and that when a

resident is spilling food while eating, it would be
appropriate to place a tehab consult to the OT
department for evaluation. E4 confirmed that the
MDS assessed the resident as set up only for

“support and the current care plans did not -

indicate the resident's functional feeding status..
E4 also stated that a.rehab consult had not been

| made for R8,

12.R149's monthly physician's ordefs, dated

§/22/11, included _ah order for a 1200 mi {milliliter)

i fluid restriction.

| Review of R149's Dietary Progress Note, dated
8/18/11stated, "Nursing reports res (resident)

non-compliant ¢ (with) fluid restriction...”

R149's care plan, initiatéd on 7/1/11 and entitled,

*_Nutritional status: Resident at risk for alteration_

B 1in nutrition status R/T (related to) ESRD {End

Stage Renal Disease)... dx (diagnosis)...Receives
a therapeutic diet and has the need for a fluid

resfriction..." Review of the interventions included,
"Maintain 1200 mil fluid restriction...” Howeaver, the

i faciiity fafied to revise this or any of his othercare
| plans to address R149's noncompliance with'his |

F 280

F280

#2 C

1. Resident R149's care plan was revised to
include non-compliance wnth fluid. -~
restrictions.

2. All residents currendly on fiuid restnctlons :

_were audited by the DON o ensure.
compliance with restriction and accurate
: documentation of non-compliance.
- 3. All staff will receive in servicing on the
" . importance fluid restriction and correct
documientation of adherence to fluid

_restriction/non compliance with restriction.

4, The Dietician will complete a Quarterly Ol

audit of compliance with and documentatlon

of fluid restriction until substantial
- compliance is achieved. Results will be -
reported at the Quarterly | meeting. .

~913/11

9M14/11 -

1031141

Ongoing - |
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fiuid restriction.

During an interview on 9/13/11 at 11:10 AM, E7 .
(nurse) stated that R149 is often non compliant
with his fluid restriction when in the dining room. .
E7 reviewed R149's care plans and confirmed
that they had not been revised to address R149's

' noncompllance ' :

During an interview on 9/13/11, E8 (registered” |
dietitian) acknowiedged that she was aware R149
. twas non compliant and had previously discussed
| the importance of adherence to the fluid
restriction with him. E8 acknowiedged that
R149's care plan did net reflect his current status
of noncompliance and stated that she wouid -
revise it. . A copy of the revised care plan was
provided to the survey team: The facility failed to
revise R149's care plan unti after the survey E
Co team brought it to their attention. . ' -
F 3121 483.25{a)(3) ADL CARE PROVIDED FOR F312)
'85=D | DEPENDENT RESIDENTS - ' .

{ A resident who is unable to carry out activities of

daily living receives the necessary services to

maintain geod nutrition, groomlng and personal
and oral hygtene

Fhis REQUiREMENT is not mef as ewdenced
by:
Based on observatrons chmca[ record review
| and staff interview, it was defermined that the
| facility failed to-ensure that one of 33 Stage Il "~
sampled residents with decreased functional
| abiliies received aSSIstance wnth feeding (RB)
Fmdmgs include; - '
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| dressing, toileting and feeding.

| During an inferview with the resident on 9/6/11 at |

'soda. When asked if the resident had requested -
'+ assistance with feeding from staff in the past, R8
. . {answered yes. The resident also siated ihat

- i sometimes the staff provided assistance with

under self-performance and setup help only for
support by staff. Review of the quarterly
Interdisciplinary Rehaby Screening Form dated
8/30/11 documented for ADL (Activities of Daily
Living) that the resident was dependent for

12:30 PM, R8 requested assistance with

removing the apple crisp from a plastic cup and
1 on 9/8/11 at 12:35 PM, R8 requested assistance

with eating a piece of cake and reaching a can of

-compliance is achieved.

o@D SUMMARY STATEMENT OF DEFICIENCIES ; x5).
* PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - (EACH CORRECTIVE ACTION SHOULD BE- COMF'LETION
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F 312 | Continued From page 7 F 312
R8 was admitted to the facility on 1/25/07 with
-1 diagnosis which included Dementia,
Schizophrenia, Ostecarthrosis, and Cerebral
Vascular Disease with right s:ded weakness and
Peripheral Vascular Disease
: . F312 ' :
|-Dining observations on 9/6/11 at 12:30 PM and 1, Atherapy screen was obtatned for resident :
on 9/8/11 at 12:35 PM revealed that R8 was RS fo reevaluate functional feeding status.”  8/12/11
having difficulty feeding his/her self with the use ~ 2. Arandom audit was completed by the DON... -
of the left hand only. Food items from the tray on a!l ynits to ensure res@ents were N ‘
(9/6/11- collard greens, sweet potatoes and apple -~ receiving the req““"e‘i assistance at meal o
9/8/11- cake) were observed to be on the times. - . :
orisp, 3. Al staff will be in serviced by the Staff :
i over bed table, floor and clothing of the resident. Educator on the impartance of referring
The r esident did not recerve_ any assistance with residents with feeding difficulties to therapy .
feeding from the staff and did not have any and providing the required amount of
-adaptive equipment such as a scooped plate or assistance at meal times. 103111
modified utensils on the tray to assist with eating. 4, . DON/Designee will complete a Quarterly al :
. S : e  gudit o ensure that residents are receiving
Review of the Minimum Data Set (MDS) daied the correct assistance at meal times.
-| 8/28/11 revealed that the resident's Functional Findings will be presented to the Quality
Status for eating was assessed as independent Improvement Commities until substantial Ongoirg
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feeding and at other times they did not.

On 9/9/11 at 1:50 PM, E4 (nurse) stated that R8
does spill food while eating and that when a -
| resident is spilling food while eating, it would be
appropriate to place a rehab consult to the OT
department for evaluation. E4 also agreed that
ihe resident required more assistance than setup
only as assessed on the current MDS.
1 On 9/9/11 at 2:.00 PM, E7 (Certified Nursing
Assistant/CNA) confirmed that the CNA's always
have to clean up food off the floor and on the
resident after eating meals. E7 also stated that
the resident is a setup only and not an assist with
feeding. :
-F 323 | 483.25(h) FREE OF ACCIDENT o F 323
s$s=E | HAZARDS/SUPERVISION/DEVICES . i

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives -
adequate supervision and assistance devices fo -
prevent accidents.

This REQUIREMENT is not met as ewdenced
by _

1 Based on observations and staff interviews, it
- .| was determined that the facility failed to maintain
the environment free from accidents hazards, as
.| evidenced by an accessible and unlocked
_| treatment cart, extension cords on floors posinga
tripping hazard, and an unlocked shower room on
the dementia unit, F}ndlngs include:

1. Obsewatlons made on_ 9/6/11 revealed a

- "ORM CMS-2567(02-99) Previous Versions Obsolefe. - Event ID: YRSK11 i 0 Facility 1D: DEGO190. . = . If continuation sheéet Rage’-'g'ofis e
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SUMMARY STATEMENT OF DEFIGIENGIES

" | the finding. E11 was observed relocatlng the

14, An observation of R137's room during‘the
- environmental tour on 9/8/11 revealed a long

| tripping hazard. The phone cord was in-the
walking space of the floor in front of the bed.

T januniocked shower room. In an interview with -
~{ E17 (nurse) immediately after the observation,

o ~went to check the door and stated something was

AR

Director} and E12 (Environmental Director) on
9/8/11 revealed a black bed electric cord on the -
floor that posed a potentlal tripping hazard. The -
electric bed cord was in the walkmg space of the
floor in front of the bed. :

phione cord on the floor that posed a potential - )

In interviews with E11-0n 9/8/11, he confirmed
cords each time.

5. Observation on.8/6/11 at 8:50 AM of the
second floor Lancaster unit (locked unit) revealed

she stated that the door was to be locked. E17

) D - PROVIDER'S PLAN OF CORRECTION s
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. F 323 Continued From page 9 Fa23|
' | treatment cart on the Westover unit unlocked with F323 .
‘| contents accessible to residents and visitors. The #1 : o o .
| cart stored medicated ointments. 1. The treatm_ent cart was immediately iocked _
| In an interview with E10 (Nurse Supervisor) on + when idenfified as unsecured. YL
‘1 9/6/11,; she confirmed the cart needed to be ' : ' '
| locked. 2. All medication/treatment carts were G
. : checked by the DON to ensure Iocks were - - .
- . . o in place. -9/8M11
2. A,n observation of 849 S room -during the 3. In servicing will be provided to all nursing
environmental tour with E11 (Maintenance - - staff on the importance of securing all
Director) and E12 (Environmenta! Director} on * treatment/medication carts. .
9/8/11 revealed a black bed electric cord on the : L — Lo - 10531111
| floor that posed a potential tripping hazard. The 4. A Quarterly QI will be initiated by the :
| etectric bed cord was in the walking space of the : DON/Designee to ensure that all
| floor in front of the bed. : treatment/medication carts remain locked
when not in use unfil substantial compliance
3. An observation of R123's room during the Is met. Findings will be presented to the = -
Quality tmprovement Team _ .
environmental tour with E11 (Maintenance _ A Ongoing
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treatment cart on the Westover unit unlocked with
- | contents accessible to residents and visitors. The
.| cart siored medicated ointments. _

In an interview with E10 (Nurse Supervisor) on
9/6/11, she confirmed the cart needed to be

locked. ) _ ) . ) .
' . _ © 1. Electrical cord identified in R49's room’
2. An observation of R49's room during the : - during environmental tour was placed O
environmental tour with E11 (Maintenance S behind the bed immediately. - 98111
Director) and E12 (Environmental Director) on © 2. Nursing staff will conduct safety rounds on
1 9/8/11 revealed a black bed eleciric cord on the - their units to ensure any and all cords are

properiy placed to avoid tripping hazards -
In-gervice will be provided to all staff. 10/31/11
. 3. 'Random observations will be conducied by ' e
Maintenance Director and/or Designee
- weekly fo ensure cords are properly E

| floor that posed a potential tripping hazard. The
.| electric bed cord was in the walking space of the
fiocr in front of the bed.

'13. An observation of R123's room during the: : . placed. R (1T < XA RO
environmental tour with E11 (Maintenance 4. Maintenance Director w1|| repott findings to ' :
Director) and E12 (Environmental Director) on . QI committee quarterly unil substant|a1 '

9/8/11 revealed a black bed electric cord on the 3 Gomphance is achieved. : s
floor that posed a potential tripping hazard. The | R . . ' ‘Ongoing

- | electric bed cord was in the walking space of the
i ﬂoor in front of the bed.

4. An observation of R137's room during the
| environmental tour on 9/8/11 revealed a long
| phone cord on the floor that posed a potential . - -
tripping hazard, The phone cord was in the
| walking space of the floor in front of the bed.

In.interviews with E17 on 9/8/11, he confirmed

| the finding. E11 was observed relocatlng the :
cords each time.

| 5. Observation on 9/6/11 at 8: 50 AM of the

.| second floor Lancaster unit (locked unit) revealed :
| an unlocked shower room. In an interview with _ . -
E17 {hurse) immediately after the observation, B
~'she stated that the door was to be locked. E17-

- !'went fo check the door and stated something was

|IRM CMS-2567(02-98) Previous Versions Obsolete ~ Event iD:YRS-KHV‘__' +/ Facilty I DEDG190 -+ - % U If continuation sheet Page 10 0f18 '_ ‘
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" ‘| the finding. £11 was observed relocating the
| cords each time. -

-walking space of the floor in front of the bed.

In interviews with E11 on 9/8/11, he confirmed | _

5. Observation on 9/6/11 at 8:50 AM of the
second floor Lancaster unit {locked unit) revealed
an unlocked shower room. In an inferview with
E17 {nurse) immediately after the observation,
she stated hat the door was o be locked. E17

' went to check the door and stated something was i

o
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treatment cart on the Westover unit unlocked with '
contents accessible io residents and visitors. The
{ cart stored medicated ointments.
in an interview with E10 (Nurse Supervisor) on
9/6/11, she confirmed the cart needed to be
1locked. -
2. An pbservation of R4%'s rootn during the
environmental tour with E11 (Maintenance
i Director) and E12 (Environmental Director} on
8/8/11 revealed a black bed electric cord on the
floor that posed a potential tripping hazard. The
-eleciric bed cord was in the walking space of the #3 : . o
ficor in front of the bed. 1. Electrical cord identified in R123's room -
" during environmental tour was placed C
3. An obsewa‘uon of R123's room during the _ behind the bed immediately. ' '8/8/11
environmental four with E11 (Maintenance © 2. Nursing staff will conduct safety rounds on.
Director) and E12 (Environmental Director) on + their units o ensure any and all cords are
9/8/11 revealed a black bed electric cord on the - properly placed to avoid tripping hazards. = - .
| floor that posed a patential tripping hazard. The 3 In-service will be provided to all staff. 10731111 3
eleciric bed cord was in the walking space of the ‘ ﬁapdom observations will be conducted by '
foor in fron’{ of the bad. - aintenance Diractor and/or Designee
\weekly to ensure cords are properly . ) .
. - placed. 103111
_4. An observation of R 37 s room during the 4. Maintenance Director wili report findingsto .~~~
environmental tour on 8/8/11 revealed a iong © QI committee quarterly unil substantial
phone cord on the ficor that pesed a potential - compliance is achieved. R S e
| tripping hazard. The phone cord was in the : : - Ongoing -
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| freatment cart on the Westover unit unlocked with

contents accessible to residents and visitors. The
cart siored medicated ointmenis.
In an interview with E10 (Nurse Supervisor) on

| 8/6/11, she confirmed the cart needed o be

iocked.

2. An observation of R49's room during the
environmental tour with E11 (Maintenance
Director) and E12 (Envirenmenial Director) on

I 9/8/11 revealed a black bed electric cord on the

floor that posed a potential fripping hazard, The

"1 electric bed cord was in the walking space of the )

fioor in front of the bed.

3 An observation of R123's room during the

| environmental four with £11 (Maintenance

Director) and E12 (Environmental Director) on
8/8/11 revealed a black bed electric cord on the

- | floor that posed a potential tripping hazard. The
“| electric bed cord was in the walking space of the
1 floor in front of the bed. .

| 4. An observation of R137's room during the

environmental four on 9/8/11 revealed a long

1 phone cord on the floor that posed a potential -

tripping hazard. The phone cord was in the
walkmg space of the floor in front of Lhe bed

|'1n interviews with E’H on 9/8/11, he conﬁrmed

the finding. E11 was observed relocatmg ahe
cords each time.

- | 5. Observation on 9/6/11 at 8 50 AM of the
. | second fioor Lancaster unit (locked unit) revealed |

an- untocked shower room. In an interview with
E17 (nurse) immiediately after the observation,

I'she stated that the door was io be Jocked. E'lT _
''went to check the door and stated something was

F 323

1. Phone cord identified in R137’s room
- during environmental tour was placed _ :
_ . behind the bed immediately. ' 9/8M11
2. "Nursing staff will conduct safety rouinds on. '
- -+ - thelr units to ensure any and all cords are
propety placed to avoid trlpping hazards. - . o
_~In-service will be provided to all staff,  ~ . 10/31/11
-3. Random observations will be conducted by. o ”
- Maintenance Director and/or Designee |
.. weekly to ensure cords are properly o .
. U placed.: - ' 103111
“4; - Maintenance. Drrecior w;ll report fi ndlngs to. ol
- Qf committee quarterty unt:l substantlal
comphance is achleved

. Ongeing
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treatment cart on the Westover unit unlocked with
contents accessible fo residents and visitors. The

1 cart stored medicated oiniments.

In an interview with E10 {Nurse Super\nsor) on -
9/6/11, she confi rmed the cart needed fo be

: iocked.

2. An observation of R48's room during the
environmental tour with 11 (Maintenance

' Direcior) and E12 (Environmentat Director) on

9/8/11 revealed a black bed electric cord on the
floor that posed a potent:ai iripping hazard. The
electric bed cord was in the walking space of the
floor in front of the bed

3. An observation of R123's room during the
environmental tour with E11 (Maintenance _
Director) and E12 (Environmental Director) on

"1 9/8/11 revealed a black bed electric cord on the -

floor that posed a potential tripping hazard. The |

electric bed cord was in the walking space of the .

floor in front of the bed.

4. An observation of R137's room during the

I envirormental tour on 9/8/11 revealed a long

phone cord on the floor that posed a potential

tripping hazard. The phone cord was in the
{ walking space of the fioor in front of the bed.

In interviews with E11 on 9/8/11, he confirmed
_| the finding. E11 was observed reiocating the -

cords each time.
5. Observation on 8/6/11 &t 8; 50 ANI of the
second floor Lancaster unit (focked unit) revealed

‘an uniocked shower room. In an interview with

E17 {nurse) immediately after the observation, = -
she stated that the door was to be locked. E17

© went to-check the door and stated something was

. DEFICIENGY)

F323|

.ot Shower door found on Lancaster Unit
- with broken lock was lmmedlately
repalred by maintenance.

-"the importance of reporiing any e
maintenance issues.

3 -Audits will be conducted on all doors to-

_ ensure locks are working, properly.’
4. Maintenance Director will report to QI

: o <9811 -
2. In-service will be provided 1o all staff on -

o311

103111

‘committee quarterly until substanial - - - -

: cornphance is achleved

: .-Olngc‘:'in'g_ "
[

o
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wrong with the locking mechanism and that
maintenance would be called.

483.35(i) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

" The facility must -

{1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

(2) Store, prepare, distribute.and serve food
under samtary condltlons '

: This REQUIREMENT is not met as evrdenced
by: ‘

Based upon observations and interviews, it was :

"1 determined that the facifity failed to prepare,

“I'distribute and servs food to the residents under

sanitary conditions in the kitchen on 8/6/11.
Findings include:

1. On 9/6/11 at 10:15 AM; during a second visit of |
| the kitchen when staff were using the dishwasher, |

the internal temperature readings of the dish -
machine were 147°F. The external wash and -

Tinse gauges were reading 140°F and 150°F .~

respectively. This was below the 160°F required
for proper sanitization. Additionally, the plates
were coming out of the dishwasher with '
encrusted debris. Dietary staff (E14 and E15)
were observed placing the soiled cleaned plates

_linthe racks through the dishwasher machrne at | '

Ieast two to three trmes .

“Lin an mter\new wrth Et4 on 9/6/11 E14 was

F 323

" F 371

1. All dishes observed and rot observed
were placed through dish machine a. _
second fime after findings of booster not | o

. engaged. . - : 9/6/111.

.2, . In-service was provided to-all dietary staff
: o proper procedure for setting up the
dishwasher. -Dietary Aide #2 will verify
 Dietary Alde #1's recorded temperatures
before dishwashing is conducted to enstre
. ’booster has been turned on and temp is . B
7 withincode.” © = R4 Ve b B
3. Temperature log will be reweWed weekly .
- and random audits conducted by Food
-Service Director and/or Designee fo . i
~_ensure accurate temps are recorded. - 10/8/11 -,

+:. 4. .. Food Service Director will report to Qi S

" committee results of audits until substantlal

: complrance is achleved L
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asked by the surveyor if the dlshwasher useda
booster to heat up the water, The staff was
observed asking E16 (Cook) if the booster was .
on. E16 was then observed tuming the booster

.1 on. At 10:25 AM, the internal temperature reading |-
- | of the dishwasher was 160°F, an increase from
1 147°F, after the booster was turned on.

-~ | In an interview with E13 (Food Services Director)
1 on 9/6/11 at 2:30 PM, she stated that the staff

that set-up and turned the dishwasher machine

"1 on was supposed-to turn the booster on and log

"I the outside wash and rinse temperafures. E13

- | confirmed this finding. '

The dietary procedure entitled, "Dish Machme -
High Temperature was reviewed. '

.| 2. Observation of the kltchen steam table on I s

:9/6/11 at 11:20 AM revealed the following food -y Food temperat Ure was brought up to code .
temperatures: o - before serving the residents. - 961

- the mechanical chlcken 131 degrees - ' 2. Food temperatures will be recorded by
Fahrenheit (F), ' : o Cook on temperature log. Second Cook

- the puree chicken to = 112°F, . ' Lo and/or Designee wii check temperature -

- the puree yam = 120°F, ' S accuracy before tray line is started. . 1o/

- the puree caulifiower = 125°F. .~ - - o .. 3. Temperatuie log will be reviewed weekly S

' .- and random audits conducted by Food
All these temperatures were below the requ1red Service Director and for Designes fo ensure -

1 135 F per the 2011 Delaware Food Codes. . .- " ..accurate temperatures are within code. - - 10/6/11
. . S L B : 4. Food Service Director will repotito 1 - S
.- 1'E16 (Cook) proceeded to plate the mechanical = | - “ L committee results of audits until substanttal A
"+ chicken and handed the plate to the serving siaff, ST -comphance is aChleved S .. Ongoing .} -

at which point the surveyor stopped the staff from

serving the food. E16 was then observed c

removing the pans of mechanical chicken, puree

-~ ichicken, puree yam and puree cauliflower off'the :
o -steem table and piacmg it inside the steamer

’ _In an mtervnew with E18 and E13 (Food Serwce
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Director) on 9/6/11, E16 stated that he used a
different process than he normally uses: He _
 stated that he usually used the steamer to keep
the food warm rather than the convection oven
which he used today. E16 stated he did not test
the food for temperatures when he removed the
food from the oven and placed it in the steam

| table. The facility had no cooking ternperature
logs for review.

E13 and E16 on 9/6/11 confrmed thts fnding

The facility falled to hoid food under sanitary
conditions at the kitchen steam table per the
-1 Food Code requirements. ‘ -

- 1. Cups identified as being wet were not

' : ; . ] - . co -~ used for residents at meal time.. . /61t
3. An observation on 8/6/11 at 8:55 AM ofthe | . -2, Asecond set of cups will be purchased to E

clean resident coffee cups (4 of 8) stored onthe ) create an A and B grouping. Al dietary

ready.to use tray revealed the cups were weton - - staff will be in serviced on the rotation of ~ . .

the food contact surface area ofthe cup.On "~ |- . ° - . groupings for use at meal time. 92111 |
9/6/11 at 10:30 AM, an observation of the g 3. Weekly random audits will.be conducted =
dishwasher operation revealed the food trays - | © by Food Service Director and/or Designee

were stacked dripping wet as the staff stored o to ensure cups are being rotated in their- ¥

them coming off the dishwasher exit. in an o groupings. o : 10611
interview with E13 (Food Servise Director) on = 4. Food Service Director will report to QI - :
9/6/11, she confirmed this firding. She stated C committee results of audlts untl _substantlal ,

they have no space in the kitchen to place comphance Is achieved. _

additional eqmpment fo air dry the dish ware
proper!y

. - Ongoing -

‘1 4. An observaiion during the kitchen tour on o
9/6/11 at 8:30 AM revealed a large garbage barrel |-
| containing food refuse was uncovered. The fid -
. | was observed on the floor and the barrel notin =~ |

{ use. The dietary staff was observed serving food 1
for breakfast. On 8/12/11 at 2:43 PM, an :
observation of the kitchen area revealed. one of
. two refuse barrels ‘with food refuse was .
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- i different process than he normally uses. He

| which he used today. E16 stated he did not test -

~ | food from the oven and placed it in the steam

13 ‘and E16 on 9/6/11 confirmed this finding.

| were stacked dripping wet as the staff stored
| them coming off the dishwasher exit. in an
|| interview with E13 {Foed Service Director) on

/| they have no space in the kitchen to place

| 9/6/11 at 8:30 AM revealed a large garbage barrel
* | containing food refuse was uncovered. The lid .
| was observed on the fioor and the barrel not in

|'two refuse barrels with food refuse was~

Continued From page '!2
Director) on 9/6/11, E16 stated that he used a

stated that he usually used the steamer to keep - -
the food warm rather than the convection oven

the food for temperatures when he removed the

table. The facility had no cooking temperature
logs for review.

The facility failed to hold food under sanitary
conditions at the kitchen sieam table per the
Food Code requirements,

3. An observation on 9/6/11 at 8:55 AM of the-

clean resident coffee cups {4 of 8) stored on the.

ready to use tray revealed the cups were wet on
the food contact surface area of the cup. On
a/6/11 at 10:30 AM, an observation of the
dishwasher operaiion revealed the food trays

9/6/11, she confirmed this finging. She stated -

additional equrpment to alr dry the d1sh ware
properfy :

4. An observation durmg the kltchen tour on

use. The dletary staff was observed serving food.
for breakfast. On 9/12/11 at 243 PM,an "~ =~
observation of the kitchen area revealed one of -~ |

F 371

RN

o found

. at the moment. .
. -(Garbage barrels with foot pedal and -

“lid placement.

Garbageé barrels without lids identified

during observation had lids put on securely : '-
: - 8/6/11

attached lids will be purchased_to ensure R -
fids are on cans at all times. ' 10611 . |
Daily observations will be made to ensure TN |
: - -10/611 .
Food Service Director WIEI report o SCOER
Administrator if any adverse functlons are.. AR R
o . .‘_Ongoingf'-
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uncovered. One of the two barrels was not in use.
at the time. A few flies were observed on the
edge of the refuse barrels. This created a

| polential for pest harborage. e o
F 431 ; 483.60(b), (d), (e) DRUG RECORDS, - U F 431
- 88=D| LABEL/STORE DRUGS & BIOLOGICALS ' i

The facility must employ or obtain the services of
a licensed pharmacist who establishes a system.
‘of records of receipt and disposition of all
controlled drugs-in sufficient detail to enable an
accurate reconciliation; and determines that drug
{ records are in order and that an account of all
-controlled drugs is maintained and penodlcally
reconc;lled

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted -
professional principles, and include the
| appropriate accessory and cautionary
- | instructions, and the explratlon date when

'| applicable. . Ce

1In accordance with Staie and Fedaral laws, the
:| facility must store all drugs and biologicals in

locked compartments under proper temperature: |
controls, and permit only authorized personne! to I
5 have access to ihe keys o

The facility must provide separately locked; = -

permanently affixed compartments for storage of.

1 controlled drugs listed in Schedule 1 of the

-4 Comprehensive Drug Abuse Prevention and .

. | Control Act of 1976 and other drugs subjectio
~'| abuse, ‘except when the faciiity uses single unit

-1 package drug distribution systems in which the

.| quantity stored is minimal and a mlssmg dose can |-

T ibe readlly detected o S

-'QRM'CMS-2567{02_-99') Previous Versions Obsoiete . Eve_nt !D:-YRSIVK”J S . Facility iD; DEQO‘!BO' R i if—.centinuation Eheet_Page 14 0f 18 -
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The faciiily rust prov;de oF obtc in laboratory
services to meet the needs of its residents. The

| facility is’ responsible for the quahiy and tlmelmess -

': _ ofthe sewaces

Th:s REQUIREMENT is. not met as ewdenced

) Based on record review and :ntervnew it was

-{ determined that the facility failed to obtain-

laboratory services to meet the neads of one

1{R109) out of 33 sampled res:dents Flndlngs :
. lnc]ude .

- |a BULDING )
| ' B. WING - C -
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F 431 | Continued.From page 14 F 431
| This REQUIREMENT is not met as evidenced | -
| by ' : F431
| Based cn observatton and interview, it was #1&#
determined that the facility failed to dispose of 1. Both expired influenza vaccines were. :
expired medications. Findings mc:lude_: : " discarded when identified, 9/9/11
. : 2. . All medication refrigerators and medication -
- 11.-0n 9/9/11 at 10:50 AM, inspection of the ‘carts were audited by the DON fo ensure all :
| locked medication room was completed on the _ _medications/vaccines were i date. 8ot
Westover unit with E3 (nurse). Inspection of the - - 3. The refrigerators will be inspected weekly :
medication refrigerator revealed one expired by the Unit Managers fo ensure that all . :
| (June 2011) vial of influenza vaccine. E3 jj;@;fgerge"'caﬁ°"sfva°°'“es are. o/121
acknow!edgad that the vaccine was .expira_d. 4. The DON/Designee will audit the _ S
: ) , L _ : refrigerators/medication carts for Quarterty
2. On 9/8/11 at 11:00 AM: inspection of the'. QI fo ensure compliance unti} substantlai -
locked medication room was completed on the comphance is reached : _ " Ongoing
.1 Lancaster unit with ES (nurse). Inspection of the e
-+ medication refrigerator revealed one expired
{June 2011) vial of influenza vaccine. E5
- | acknowledged that the vaccine was. expired o -
502 [ 483.75()(1) ADNIINISTRATION FH02|
©..88=D
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| The 9/11 monthly physician's order sheet (POS) F502
stated that R109 was to have a lipid profile, liver 1. The missing labs were obtained when
| function tests (LFTs) and a basic metabolic panel " identified as being omitted. :
(BMP) drawn every 6 months (August & ' o _ _ o/8/M11 .
FebTUGW) 2. Arandom audit was completed on all units |~ :
. by the DON to ensure that all ordered labs .
Review of R109's clinical record revealed that on ~ were obtained. . " Cooement
2/26/11 a lipid profile and LFTs were drawn. A 3. In servicing will be provided by the Staff I
BMP was not drawn until 5/18/11. Further review Educator fo alf nurses on following up on .
. | revealed that the clinical record lacked evidence ' 0 E%ﬁ?r?é?!y Qvill be inifiated and 10731711,
.gf the hp'ipmﬂf ZIE)FI-!I-S and BMP ha\/[ng been ~“monitored by the DON/Designee to ensure
rawn In Augus . -that all ordered labs are appropriaie, have |
. . . been obtained and that the results are
_ Dunng an interview with E4 {nurse)on 9/8/11 at -avaitable. This Q! will coritinue until . :
12:30 PM, E4 confirmed that the labs had not been substantial compliance is reached. Ongoing
| obtained as ordered. . : S o R
F 514 | 483.75(1(1) RES - - F514| .
RECORDS- COMPLETEIACCURATE/ACCESSIB o

88=D

o by: .
. | 'Based on mtervlew and record review the facility”
| failed to maintain clinical records that were

i preadmission screening conducted by the State

LE -

‘| The facility 'must maintain clinical records on each |
| resident in accordance with accepted professional
‘standards and practices that are complete;.

accuratzly documented; reamiy acc:ess.bie and
Systematlcally organ*zed

The clinical record must contam suff cnent

| information to identify the resident; a record of the |-

resident's assessments; the plan of care and.
services provided; the results of any

and progress notes

This REQUIREMENT is not met as ev:denced

.:_: ‘ORM CMS-2567{02-89) Previous Versions Obsciste. Ll - Event TIYRSK11 . o
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complete and accurately documented for two (R8
- and R148) ouf of thirty-three (33) Stage |l
- sampled re5|dents Fmd[ngs include:

1. R8 was admltted fo the facility on 1/25/07 WIth

-diaghosis which included Dementia,
Schizophrenia, Osteoarthrosis, and Cerebral
Vascular Disease with right sided weakness and
Peripheral Vascular Disease.

; F514

Review of the Dupont Unit Meal and Intake Sheet AR _ :
.| dated 9/6/11 documented that R8 consumed 100 | . * 1 The meal intake record was rewewed by the .
| percent (%) % of the meal for lunch. - © " .Unit Manager and DON. 9/9/11
.1 Dining observations on 8/6/11 at 12:30 PM © |7 2.7 Arandom audit was conducted by the DON o
-1 revealed that R8 did not consume 100% of the - on all units to ensure the accuracy of meat -
iunch meal. Collard greens, sweet potatoes and - percentage documentation. amznt
apple crisp were observed on the resident ' s . 3.. In'servicing will be provided by the Staff '
| clothing; over bed table and floor. Approximately + . Educator onmeal percentage calculation - :
| 20% of the resident's meal was not consumed - and documentation. . - 1ot
secondary to spillage. _ A 4, Thé: S’gff lEcéijlc:atorli)els;gnee v;nll complete :
On 9/9/11 at 2:00 PM, E7 (Certified Nursing - o7 @ MJuanery Ll on mea percerags

caiculation and document on accuracy untli

| Assistant/CNA) confirmed that the CNA's always substantia[ compllance is achieved. Ongoing .

- | have to clean up food off the floor and on the
resident after eating meals. E7 also stated that
the spillage of food should net be counted as part

- | of the perc:an’r ge mtake . #2. T ' o : O
: B S 1. . The mealffluid intake record was rewewed S
" |2. R149's 8/11 POS (Physn:ian Order Sheet) |~ by the Unit Manager and DON. 911311
| revealed that he was ordered to be on a 1200 ml -~ 2. Arandom audit was cc}:mpieted by thfeﬂDgN
| (milliliter) fluid restriction. ' Review of R149's . "'%r,:a?:;%";t:uﬁ :rﬁz';gent © gccuracy ot 9/14/11
August 2011 "Food Intake Record” revealed - .- 3. In-servicing will be provided fo all nursing -
. -| inaccurate documentation for the fotal fluid = -~ o * staff by the Staff Educator on fiuid
- amounts at meals times. On 8/12/11, 8/16/11, ' _ - ‘consumption calculation and . S
C1and 8/20/11 documentation revealéd that R149 ~ | o documentation. . T 10031
| drank 100% of his Nepro (supplement) which | -~ 4.. The Staff EducatorlDemgnee wil complete S
‘equaled 240 ml, yet the total amount consumed oo & Quarterly QF on fluid consurmption
for dinner liquids was incorrectly documented as o - documentation until SUbStanfial Compf'ance R
_-[only 120 mi. On 8/28/11, it was documented that | - -~ ~Jsmet .- .. Ongoing {1

R149 consumed 100% of his supp.lement_(240

- ORM CMS-2567(02-09) Previous Versions Obsoiete . S Event ID:YRSK11 " Facilty ID"DEOO190. . " .. .~ If:continuation shéet Page-17 6718 . 1"
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F 514

.| these totals did not reflect that. The facility failed

B30/11, for the breakfast meal, R140 drank

consumption for each meal.

Continued From page 17

tnl} but incorrectly documented that R1 49'R"
(refused) fluid intake at his supper meal. On

100% of his supplement {240 ML) but total fluids
consumed at that meal were mcorrectly :
documented as 120 ml. :

Durlng an mterwew on 9/1 3!1.1, E6 (nurse) stated_'
that the total fluid consumption for each meal .
should include any supplement consumed and -

to accurately document R149's total fluid:

F514,

| DRM OMS-2567(02-93) Previous Versions Obsolete -~ " Event 1D; YRSK11
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DMSS - DLTCRP -

 DELAWARE HEALTH . . - 3MilRoad, Suite 308 -
: : - Wilmington, Delaware 19806
Division of Long Term Care - : RS o S o -
: .Remdents Pretechon - STATE SURVEY REPORT s e Page._ _1 _0f4
- NAME OF FACILITY: Parkview Nursing Home _ . DATE SURVEY COMPLETED: Sé;:_:'tember 13,2011
‘ ~SECTION : - | STATEMENT OF DEFICIENCIES - .| ADMINISTRATOR’ S PLAN FOR CORRECTION
0 01 Specific Deficiencies : * - .| OF DEFICIENCIES WiTH ANTICIPATED "
: . DATES TO BE CORRECTED * S

An unannounced annual and complaint
| survey was conducted at this facility from .

September 6, 2011 through September 13,
2011. The deficiencies contained in this
report are based on observations, - .
interviews, review of resident's clinical
records and review of other documentation
as indicated. The facility census the first
day of the survey was 138. The Stage Il
survey sample totaled'33 residents.

3201 | Skilled and Intermediate Care Nursmg L
S - Facrlltles o .

1320110 - .| Scope

3201.1.2 | _ | Nursing facilities shall be subject to all .

“applicable local, state and federal code
| requirements. The provisions of 42 CFR -
Ch. IV Part 483, Subpart B,

requ:rements for Long Term Care
-Facilities, and any amendments or
modifications thereto, are hereby
adopted as the regu!atory requirements
for skilled and intermediate care
nursing facilities in Delaware. Subpart
| B of Part 483 is hereby referred to, and
made part of this Regulation, as if fully -
.set out herein. All applicable code
requirements of the State Fire
Prevention Commission are hereby
adopted and incorporated by reference.

This requrrement is not met as
_ewdenced by:

* | Cross tefer to the CMS 2567-L survey =
| report date completed 9/13/11, F278,
F280, F312, F323 F371, F431 F502 and

|F514 - |
" 3201.7.5 | Kitchen an'd Food Storage Arees. R RS SR
- >rovider's Signature AN /PP N _ Title” _ Date ]()/ (//// SR




AND SOCIAL SERVICES

. Division of Long Term Care

AME OF FACILITY: Parkview Nursing Home

. DHSS - DLTCRP

. ~ . 3Mill Road, Suite 308
DELAWARE HEALTH ) Wiknington, Delaware 18808

-~ (302) 577-6661

: Residents Pretection | ' STATE SURVEY REP_ORT o -. VPage 5 Of4

DATE SURVEY COMPLETED: September 13, 2011

o SECTION -

| STATEMENT OF DEFICIENCIES
Specific Deficiencies

ADMINISTRATOR’S PLAN FOR CORRECTION
OF DEFICIENCIES WITH ANTICIPATED
DATES TO BE CORRECTED

Facilities shall comply with the
Delaware Food Code.

3-501.16 Potentially Hazardous Food
{Time/Temperature .

Control for Safety Food), Hot and Cold
Holding.

{A) Except during preparatlon cooking,
or cooling, or when time is used as the
public health control as specified under
§3-501.19, and except as specified

| under ¥ (B) and in Y {C ) of this section,

* | potentially hazardous food

{timeftemperature control for safety
food) shall be maintained:

may be held at a temperature of 54°C
{1300F) or above; Por -
(2) At 5°C {41°F) or less.

This requirement is not met es :

- ewdenced by:

Cross refer to the CMS 2567-L survey

‘| report date completed 9/1 3/11, FST'I

ExampEe 2.

| 4-501.110 Mechamcal Warewashlng
Equipment, Wash Solution :

| | Temperature

- _(A) The temperat.ure of.the wash solution

| in spray type warewashers that use hot
water to sanitize may not be less than

ke (1) For a stationary rack, single -

.| temperature machine, 74°C (165°F);

machine, 66°C (150°F);

| (3) For a single tank, conveyor, dual
-| terperature machine, 71°C (180°F); or ..

(1) At 57°C (135°F) or above, except that -

| roasts cocked to a temperature and for | -
-a time specified in Y] 3-401.11(B) or

-| reheated as specified in § 3-403.11(E) .-

|| (2) For a stationary rack, du_al tempera’cure |

1. Food temperature was bmught upto code - S
before serving the residents. - 9Bt
2. " .Food temperatures will be recorded by '
- Cook on temperature log. Second Gook
and/or Designee will check temperature _
_ accuracy before tray line is starfed. 10/6111;
3. Temperature log will be reviewed weekly
- and random audits conducted by Food
' Service Director and /or Designee to ensure
_ accurate temperatures are within code. C 10/
4. Food Service Director will report to QI - :
- committee results of audits until substant:ai
- compllance is achieved.: : _ Ongoing -

- (4) For a muliitank, conveyor
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Specific Deficiencies -| OF -DEFICIENCIES WITH ANTICIPATED
DATES TO BE CORRECTED
_multltemperature machine, 66° C (150°F).
| 4 501 112 Mechanical Warewashmg _
| Eguipment, Hot Water Sanitization #1 :
Temperatures. ' 1. Al dishes observed and not observed
. . . ' ‘were placed through dish machine a
" cpr ks o - ' d time after findings of booster not’ :
(A) Except as specified in 1 (B) of this zi{;?igec; 0 a/8/11
-~ | section, in a mechanical operation, the 2. In-service was provtded to ali dietary staff - o
| temperature of the fresh hot water on proper procedure for setting up the
sanitizing rinse as it enters the manifold - dishwasher. Dietary Aide #2 will Ve;'fy
mav not be more than 90°C (194°F) OI' ‘Dietary Aide #1's recorded temperatures
y ? - before dishwashing is conducted to ensure
less than: booster has been turned on and temp is -
{1) For a stationary rack, smgle - . within code. . /21141
temperature machine, 74°C (165°F); or 3. Temperature log wil bedfe:‘e&"’sd l‘:"’ee(;"y
- o o . and random audits conducted by Foo
2) For all other maChmes’ 82°C (180 F). ‘Service Director and/or Designee to
) ‘ ensure accurate temps are recorded. 10/6/1_1
This requ1rement Is not met as 4. Food Service Director will reportio Qi T
.| evidenced by: © committee results of audits until substantiai _
' : compllance is achieved ' : ondoi
. : ngoin
o Cross refer to the CMS 2567-L survey 9omg
report date completed 9/13/11, F371,
‘Example 1.
4-901.11 Equ:pment and Utensnls Alr—
Drymg Requ;red
| After cleanmg and. samtlzmg,
| equipment and utensils:
(A) Shall be air-dried or used after #
adequate draining as : 1. Cups identified as being wet were not
specified in the first paragraph of 40 .used for residents at meal time. . 91811
e ‘2. A second set of cups will be purchased fo
CFR 180.940 Tolerance : create an A and B grouping. All dietary
exemp_i_'.lons for aCtl‘_’e anc_l li?eft_ . staff will be in serviced on the rotation of - '
. | ingredients for use in antimicrobial * groupings for use at meal time. - 921
- | formulations (food-contact surface | " 3. Weekly random audits will be conducted S
| sanitizing solutions}, before contact by Food Service Director and/or Designee
| with foo d and . J . to ensure cups are belng rotated in thelr T o
. . . groupings. : 10/6/11- -
: ‘4. - Food-Service Director will report to QI S ’
(B) May not be cloth dried except that . committee results of audits until substanttal”' '
' | utensils that have been air-dried may be _ 'COmPhance is-achieved. . . - R
- | polished with cloths that are mamtamed I o Ongoing
© .| clean and dry ' - : R
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This requirement is hot metas -
| evidenced by:

| Cross refer to the CMS 2567-L survey -
report date completed 91311, F371,
Examp!e 3




